coiling. The neck of the recurrent aneurysm was ill-defined compared to the precoiling angiogram with coils pushed
Introduction

United Kingdom
The aneurysm was Endovascular embolization of ruptured aneurysms is the increasingly preferred modality of treatment for ruptured aneurysms in the United Kingdom and Ireland. The procedure is not, however, free from risks [1] and recurrence of the aneurysm is well known. In the acute stages, the most untoward events are protrusion of the coils into the parent vessel lumen and distal embolization with thromoembolic consequences. Spontaneous extrusion of the coils in the subarchnoid space through the dome of the aneurysm within two years of coiling is rare, unreported, but nevertheless an important complication. Choudhari, et al.: Spontaneous extrusion of coils from coiled aneurysm ( w w w was considered by the multidisciplinary neurovascular team to be more suitable for clipping than coiling. At surgery through pterional craniotomy, the aneurysm had examination. Postoperative angiogram was satisfactory and the patient made complete neurological recovery.
Discussion
After ISAT, most ruptured aneurysms in the region of the anterior communicating artery are primarily offered endovascular intervention. Thromboembolic episodes at the time of coiling and delayed coil compaction in the dome of the aneurysm are probably the two most common complications associated with GDC embolization.
[2,3] While the former are mostly self-limiting, the precise significance of coil compaction is not known. Most recent series, however, indicate that the actual re-bleeding rate subsequent to re-growth at the neck and/or coil compaction is small.
[4] Perhaps, significant recurrences are diagnosed at the time of radiological follow-up and are treated in a timely fashion before re-rupture occurs.
The interventionalists are familiar with coil protrusion in the parent vessel lumen, [5] occasional distal migration re-grown to precoiling size and was free of coils [ Figure 4 ]. Extruded coil loops were found to be lying freely in the subarchnoid space between the two distal anterior cerebral arteries (A2). Base of the coil mass was in contiguity with the aneurysm. There was also new de novo satellite aneurysm just adjacent to the previous site. Both aneurysms were clipped uneventfully [ Figure 4 ]. As a routine, the aneurysmal sac was opened and inspected. No thrombus was found inside the sac or adjacent to the coils. Presence of a thrombus prior to or during coiling may, in theory, have had a role to play in the subsequent recanalization and expulsion of the coils. This would have been detected only by a MRI scan after subarchnoid hemorrhage. Unfortunately, we do not routinely perform MRI scans after subarchnoid hemorrhage. A CT scan, CT angiogram and a DSA, if required, is performed prior to coiling. Aneurysmal wall was not sent for histological of inadvertently detached coil and minor peri-procedural embolic events that often require short-term anticoagulation. While delayed coil compaction is frequent, complete extrusion of the coil mass out of the aneurysmal confines is rare. The likely mechanism seems to be progressive coil compaction into the dome. If the original aneurysm is thin-walled, the coil mass is gradually pushed through the dome by "water-hammer" effect of the blood flow. Although the exact incidence of neck re-growth resulting from coil compaction is quoted to be as high as 35% in some studies, [4] such extreme compaction leading to complete expulsion of the coils from the aneurysm lumen and subsequent re-bleeding is fortunately rare. This, however, poses a dilemma for the neurovascular team as to at what stage of recurrence should aneurysms be treated and which is the best modality of treatment. In our case, there was early and progressive recanalization of the aneurysm almost to the pretreatment size and the patient was young. All these factors swayed our decision towards early surgical intervention without waiting further, as the cumulative risk of re-bleed was thought to be significant. Most of the coil loops had migrated outside the aneurysmal wall lying in the arachnoid space, the dome being flimsily sealed by the base of the coil mass. The aneurysm had not healed as one would have hoped after satisfactory coiling. At surgery, it appeared that the coil reduce distal coil migration.
[6] From our experience and available literature data, we advocate early re-treatment of aneurysms with coil-extrusion. [7, 8] As this phenomenon seems uncommon and unpredictable, each case of minor coil compaction needs to be followed up and managed on its individual merits. Nevertheless, whether spontaneous extrusion of coil mass from the aneurysm is simply a progression in the natural history and whether it indeed increases the risk of subsequent re-bleed remains unclear at this stage. mass had simply migrated through the dome of the aneurysm due to the water-hammer effect of blood flow.
